
O R D E R  F O R M

K-WC 300 (Rev. 3-06)

Medical Fee Schedule – December 1, 2005
 
Manuscript Version ................................ _____ copies @ $25.00 per copy  = $____________

Law & Regulations 
Law & Regulations Book ...... July, 2002 _____ copies @ $10.00 per copy  = $____________
 
 TOTAL  = $____________ 

Purchaser’s Name: ___________________________________________________________

Company Name:_____________________________________________________________

Mailing Address: (street)_______________________________________________________

(city)____________________  (state)_________________________  (zip)_______________
 
Phone Number:__________________________

Please send check or money order 
payable to the Kansas Division of  

Workers Compensation:

Kansas Department of Labor
Division of Workers Compensation

800 SW Jackson  Suite 600
TOPEKA  KS  66612-1227

Division of Workers Compensation

DEPARTMENT OF LABOR

These publications 
are also available at

 www.dol.ks.gov

Orders using Visa/Mastercard 
should be called in to the Division 

of Workers Compensation 
at 785-296-3606.


